A 68-year
The paucity of the pathognomonic symptoms and signs is the primary cause for the delay in the diagnosis of liver cancer. Even a large tumor may be silent for a considerable period until it is confirmed by laparotomy. It seems to be a general feeling that a large hepatoma can easily be identified by laparotomy. However, laparotomy may fail to disclose the presence of a large hepatoma. Recently we have encountered a case which was diagnosed preoperatively as a large hepatoma of a massive type by angiography but the tumor was not readily identified by inspection and palpation at the operation. This experience was in structive in reminding us of the necessity of utilizing biopsy for the identifica tion of the nature of the lesion within the liver. This report concerns the detailed Toshiharu Tsuzuki et al description of the patient.
CASE REPORT
A 68-year-old male patient visited the Outpatient Clinic of the Internal Medicine of the Keio University Hospital on April 20, 1972, with the chief com plaint of dull pain in the epigastrium and weight loss. He was told that he had a palpable liver with a defect in liver scintigram and was recommended admis sion. Physical examination showed no abnormalities except the palpable liver. The liver could be felt 2 finger breadths below the right costal margin and was soft and smooth. The abdomen was flat and soft. Neither ascitic signs nor dilatation of the veins in the abdominal wall were observed. The spleen was not palpable. Routine laboratory examination revealed no abnormalities.
Liver func tion tests were all within normal limits. X-ray examination of the gastrointestinal and biliary tracts showed no abnormalities.
Alpha-fetoprotein measured by a one-layer immunodiffusion method was negative but Australian antigen was positive with negative result of antibody. Selective celiac arteriography dis closed that a large rounded tumor was situated in the bifurcation of the right and left hepatic artery in arterial phase (Fig. 1) . The tumor was quite hyper vascular with the diameter of 13.5 cm. The tumor stain and pooling were pro minent in capillary and venous phase (Fig. 2) . Inferior venacavography revealed narrowing of the infradiaphagmatic portion of the inferior vena cava due to the (Fig. 4) 
